INTRODUCTION {#sec1-1}
============

Despite early optimism for laparoscopic gastric band surgery, this intervention for morbid obesity has since shown itself predisposed to various complications. One of the well-described complications is band erosion, which has been reported to occur in 2-10% of all gastric band patients, with some small series reporting 34% erosion rate.\[[@ref1][@ref2]\] Recommended intervention includes removal and repair, and if continued weight loss is desired, either delayed replacement or alternative surgical therapy.\[[@ref1][@ref3]\] We describe here the management of a patient with gastric erosion and the unusual added complication of fistula formation.

CASE REPORT {#sec1-2}
===========

SB is a 70-year-old female with a history of previous gastric band placement in 2008 at an outside hospital. In 2010, she began having issues with chest pain, nausea and vomiting and was subsequently found to have band erosion and oesophageal perforation that was treated surgically with band removal and closure. An upper gastrointestinal (GI) series performed shortly after the procedure showed a persistent fistulous tract between the gastro-oesophageal junction and the duodenal bulb that almost entirely bypassed the excluded stomach. Initial management was medical and included proton pump inhibitor therapy. She continued to have heartburn and dysphagia, with eventual recurrence of nausea and vomiting. Subsequent oesophagogastroduodenoscopy by her gastroenterologist revealed duodenal strictures, and an attempt was made to repair the fistula endoscopically with clips. Persistence of the fistulous tract led to her referral for surgical intervention.

Upon referral to our facility, pre-operative computed tomography imaging of the abdomen demonstrated a persistent gastro-duodenal fistula with subsequent angulation and narrowing of the pylorus-duodenal junction secondary to tethering \[[Figure 1](#F1){ref-type="fig"}\]. The decision was made to proceed to the operating room for division and takedown of the fistula.

![Pre-operative computed tomography of the abdomen. The proximal duodenum is tethered to the proximal stomach creating a very small pylorus lumen](JMAS-10-216-g001){#F1}

The procedure was performed laparoscopically with intra-operative upper endoscopy for the full evaluation of gastric and duodenal anatomy. The endoscope was able to be passed post-pyloric, however was restricted thereafter due to the kinking of the duodenum. Extensive lysis of adhesions was undertaken as the left lobe of the liver was adhered to the stomach. The fistulous tract was then identified in close proximity to the porta hepatis, and was carefully dissected and divided using an Endo GIA stapler \[[Figure 2](#F2){ref-type="fig"}\]. The decision was then made that, due to the acute angulation and the chronic inflammation that the fistula had created coupled with the patient\'s desire for continued weight loss, to convert her to a partial gastrectomy with a Roux-en-Y reconstruction.

Post-operatively, the patient did very well. An upper GI barium swallow was performed on post-operative day 1 (POD-1), which showed intact anastomoses consistent with successful Roux-en-Y gastric bypass (RYGB), as well as, closure of the fistulous tract \[[Figure 3](#F3){ref-type="fig"}\]. The patient was advanced on normal post-gastric bypass diet perinstitutional protocol and was discharged home on POD-2 with minimal complaints of nausea or continued reflux.

![Closure and division of gastro-duodenal fistula with a single fire of the green load Echelon staples](JMAS-10-216-g002){#F2}

![Post-surgical changes following partial gastrectomy and Roux-en-Y bypass. There is beaking of contrast in the prior fistula tract, which is no longer patent](JMAS-10-216-g003){#F3}

At routine post-operative follow-up, the patient was doing well. She reported continued issues with reflux, however at her 6 months post-operative visit; this had essentially resolved. She was tolerating a regular diet, and her blood sugars remained well-controlled.

DISCUSSION {#sec1-3}
==========

Band erosion is a known complication of laparoscopic gastric band surgery.\[[@ref1][@ref2][@ref3][@ref4]\] In our patient, the exact aetiology remains unclear, and primary duodenal pathology is a possibility for her unusual presentation, however, we believe that the fistulous tract was most likely the result of local and post-surgical inflammation after her band removal procedure for her initial oesophageal erosion in 2010. Our patient secondarily formed an entero-enteric fistula and was successfully treated with laparoscopic dissection. Due to her existing anatomy, the patient\'s desire for continued weight loss and fear that her diabetes, previously cured by gastric banding, would recur, she was converted to RYGB.

Roux-en-Y gastric bypass has been described as a safe and effective salvage procedure in patients with previous failed adjustable gastric banding, and indeed, is considered to be the "gold standard" revision procedure for failed bariatric surgeries. A study analysing 82 patients showed that laparoscopic RYGB after failed gastric banding for any of a number of complications produced adequate weight loss, and more importantly, was effective at resolving adverse symptoms.\[[@ref3]\] However, only seven of these patients demonstrated band erosion, and none were reported to have a severe complication similar to that of our patient. Nevertheless, this patient\'s anatomy lent itself well to RYGB, especially after repair of fistulous tract, and she has demonstrated remarkable recovery post-operatively.
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